There is evidence of widespread agreement with these statements from the Prime Minister, among both the receivers and providers of health care. The increasing negative reaction that has been generated by the white paper Working for Patients' and the new general practitioner contract2 does not appear to have been based on a reluctance to consider change but rather on a deep concern that the proposals will not only fail to achieve their stated objectives for patient care but, on the contrary, will be harmful to the functioning of the health services. There is no place for complacency about the delivery of health care in the United Kingdom, and the publication of these documents provides a valuable and perhaps necessary stimulus for urgent rethinking. The challenge that faces all of those concerned with the delivery of health care is to ensure that the result of this process is an improvement in the services provided.
The Secretary of State has indicated that, although he will not accept procrastination, he will accept positive proposals, and it is with this in mind that I make the following proposals from the perspective of general practice. Improvements in general practice could be achieved by simple changes that do not entail a radical overhaul of the present contract. These changes, however, do demand a change of heart in the profession but not one that will in any way threaten clinical freedom. They can be achieved by accepting the concept that general practitioners should contract with the family practitioner committee to provide services for a defined community of patients to a standard defined by the committee in consultation with the profession and consumer associations. In return for this agreement the general practitioner would be paid a basic practice allowance for the services provided and a capitation fee for each registered patient, with a higher fee for elderly patients. Rather than reducing the basic practice allowance it should be increased, but it should be dictated by the services provided. As part of the contract each practice would be constrained to provide the family practitioner commnittee with an annual report of the services provided, which could be audited by comparison with items of service payments, and each practice would be visited at intervals of two years by an audit committee. The facts provided in the annual report, together with the report of the audit comnmittee, should lead to a grading for each practice from poor to excellent, on the basis of which the basic practice allowance for the next two years could be calculated.
Auditing services
In order to obtain the mean basic practice allowance general practitioners should be expected to provide those services that have been shown to be or by common consent may be accepted as necessary for providing good quality medical care. Extra services that may enhance the basic practice allowance should also be restricted to services that have been shown to enhance patient care, either directly or through the efficient use of resources. Services that are conducive to the development of general practice, the health service, research, or education should be given due recognition. Services such as routine medical examinations for healthy adults that have not been shown to enhance the quality of health and, indeed, in some studies have led to a deterioration in health should not be included in evaluations. New services should not be provided unless they are established on a sound research footing.
Services to be evaluated by the audit committee A prerequisite for paying any basic practice allowance would be the provision of an annual practice report. From this basic and extra services would be identified and graded, and these may subsequently be verified by visitors from the audit committee. I suggest that the following services should be considered when the grading for the basic practice allowance is judged. My suggestions are based on a combination of common sense and research evidence concerning the provision of good quality general practitioner care. Because the main concern in this audit is with raising the quality of the most inferior services the standards proposed are not particularly demanding.
Premises-Good and sympathetic care cannot be provided in the absence of adequate consulting and waiting rooms. These should include: adequate waiting space determined according to the number of registered patients; adequate heating and lighting; toilet facilities for patients; a consulting room of defined minimal size; an examination couch and washing facilities; facilities for sterilising instruments and disposing waste; and storage of emergency drugs and equipment.
Equipment-Basic diagnostic equipment, including an auroscope, an ophthalmoscope, a vaginal speculum, a proctoscope, a peak flow meter, and a weighing machine should be available. Equipment for simple surgical procedures, such as scalpels, scissors, and forceps, and for simple diagnostic procedures, such as diagnostic strip tests for urine, syringes, needles, laboratory containers, and cervical cytology equipment, should be basic to any practice. The possession of extra equipment, such as an electrocardiograph, an electric cautery, a cryocautery, and a nebuliser, should be expected in practices with an above average grading.
Records-Each practice should have an age-sex register that is updated properly. Each consultation should be entered in the medical records, with details of the patient's problem, its management, and drugs prescribed. All practices should provide drug records for patients receiving repeat prescriptions. There should be evidence in the records that patients who are receiving treatment with steroids, antihypertensive drugs, diuretics, or hypoglycaemic drugs are seen at least once every six months. All above average practices would be expected to keep routine blood pressure records for at least 50% of the patients over the age of 40 and have computers with call and recall systems for immunisations and cervical smear tests.
Team work-A team approach, either by attached nursing and health visiting staff or by well developed liaison with nurses and health visitors, should be evident. This could be confirmed in auditing by consulting the community nursing services. The provision of a practice nurse, a dietitian, and a psychologist might be looked for in practices graded above average.
Services-In addition to services provided on demand and continuing care for chronic disease, practices should provide well baby and immunisation services, out of hours care, antenatal care (either on a community or a shared care basis), and family planning services. The provision of these services can be confirmed by item of service payments. Special screening for the elderly, community obstetric or diabetic care, community psychiatric services, etc, might be expected in practices given an above average grading.
Teaching and research-Practices selected by peer review to provide undergraduate teaching and vocational training and to carry out research might expect a higher than average grading.
Services to the health service-General practitioners committed to work designed to advance general practitioner care nationally, such as members of district committees, Royal College of General Practitioners committees, BMA committees, etc, might expect a higher than average grading.
Patterns of prescribing-Prescribing profiles for practices will be available to the family practitioner committee, and practices in which the profile indicates prescribing costs of 20% or more above the district average should be investigated. The results of the investigation could influence the grading for the basic practice allowance of such a practice.
Inner city and rural practices-Some practices, particularly in inner cities, experience a very high turnover of patients, which leads to an increased workload. Wide dispersal of patients in rural areas also presents special problems. These factors should be taken into account when practices are graded.
Evaluation of services provided
On the basis of annual reports, item of service payments, visits by the audit committee, and prescribing profiles, practices could be graded from poor to excellent on a scale of 1 to 5. Those graded 1 would receive no basic practice allowance; those graded 5 would receive twice the average allowance. In this way the services provided could be related to remuneration.
As a result of supervision the services might be expected to improve and costs would go up. This is entirely in keeping with the government's aims for a better service. In time, however, all practices might be expected to have computers and practice nurses, and it may be necessary to modify the basic service expected in general practice to attract the mean basic practice allowance. In due course new initiatives in prevention and services may be proved to be desirable, and these could then be incorporated into the services expected in order to attract a mean basic practice allowance. With advances in information systems all practices will probably need a computer, and an initiative by the government to provide this facility, will become necessary.
The audit committee
The appointment of the audit committee will be crucial to the success of this programme, and it is important that people appointed to this committee are trusted by the doctors working in the community. At the same time it is important that the government should see the members of the audit committee as independent assessors of the services being provided. I propose that the audit committee should be appointed by the family practitioner committee and should include a general practitioner nominated by the local medical committee, a community nurse, a manager from the family practitioner committee, a community doctor (with special responsibility for organising and interpreting data), and a lay chairman. All members appointed to this committee should be agreed by the local medical committee; they should be paid for their services and be expected to devote one day each week to committee work. This should make it possible for them to Such a system would achieve the objectives of Workingfor Patients. If the profession supported this it would be seen to be behind the objectives of the new contract. If the profession is not prepared to accept some form of external audit after years of failing to provide a satisfactory internal audit then it probably deserves the treatment the government is proposing. If the government rejects the system it would clearly indicate that its prime concern is with an ideology concerned with the market place, a misunderstanding of the principles on which general practice is founded, and a total disregard for patient care. The electorate has then a clear decision to make. To someone who has dedicated a professional lifetime to studying and developing the role of the general practitioner and improving his or her status this would be profoundly disappointing. 
